In the excision of potentially malignant skin lesions, it is a surgeon's duty to assist the pathologist in correctly orientating the specimen submitted for histological examination. The use of marker sutures by surgeons to indicate the orientation of resection specimens is commonplace, but we realized that the excision of a small, circular lesion with a neat, circular excision margin can be the undoing of even the most attentive surgeon, if the correct orientation is lost before the marker is placed. We present a simple extra step that a surgeon can take to ensure that his or her specimen's orientation is preserved.
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After excising a potentially malignant skin lesion, it is a surgeon's duty to assist the pathologist in correctly orientating the specimen submitted for histological examination. After processing the specimen, the pathologist will provide the surgeon with information on the proximity of malignant tumor cells to the surgical margin: this information may be important in planning re-excision or adjuvant therapy should the microscopic margins be too narrow, or if the resection is incomplete. The method described below is one way to help the surgeon to orientate circular specimens, and to prevent confusion over the location of involved or inadequate margins.To provide the pathologist with a point of reference for the orientation of resection specimens, surgeons will commonly mark one aspect of the specimen with a suture; 1,2 these marker sutures are generally placed once the lesion has been removed from the patient and placed on the drapes. We noted that the excision of a small, circular lesion with a neat, circular excision margin, as is often done when creating defects on the face for reconstruction with skin grafts and local flaps, can be the undoing of even the most attentive surgeon. These homogenous discs can be very easily skewed or rotated and the correct orientation lost before the marker suture is placed.
Our solution is to add a simple, five second step to the pre-operative marking stage: once the lesion (dotted line) and surgical margins (solid line) are marked, we also ink a perpendicular bold line abutting the surgical margin, as illustrated in Figure 1 . This bold mark will be the site of the marker suture, and its position is recorded on our theatre whiteboard before the procedure, for example marker suture lateral margin. When, following excision, the suture is finally placed, orientation of the specimen is reconfirmed and it is passed off the field. When submitting the specimen for histology, we always describe the marker suture as being at 12 o'clock on the request form. Out pathologists have told us that this makes it easier for them to comment on marginal involvement, as rather than having to work out which part of the specimen is medial, lateral, anterior, posterior, proximal, or distal, they can reference margins by their position on the clock face. An example of this may be: tumor is present at the 3 o'clock margin, but is at least 4 mm from the 6, 9 and 12 o'clock margins.
When the post-operative note is completed the orientation is included, often pictorially, but always in writing, such as marker suture lateral = 12 o'clock. Consequently, if there is marginal involvement or inadequate clearance on histology, the surgeon can easily determine the location of the involved margin from the pathologist's clock face description, and can plan adjuvant treatment appropriately. We have occasionally used an identical method when taking deeper specimens, such as those occasions where a disc of fascia is taken separately when there is doubt over the deep clearance of the tumor. On these occasions we follow the method described above, and also place a second marker suture on the superficial surface of the specimen to allow the pathologist to orient it in three dimensions. We have found this to be a reliable method for the accurate orientation of small circular skin excision specimens. An additional benefit is to reduce confusion over the precise location of involved or inadequate surgical margins. We hope this suggestion will come in handy to others. 
